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Title: Measuring exposure to bullying and harassment in health professional students in 
a clinical workplace environment: Evaluating the psychometric properties of the 




Instruments that measure exposure to bullying and harassment of students learning in a 
clinical workplace environment (CWE) that contain validity evidence are scarce. The aim of 
this study was to develop such a measure and provide some validity evidence for its use.  
Method 
We took an instrument for detecting bullying of employees in the workplace, called the 
Negative Acts Questionnaire – Revised (NAQ-R). Items on the NAQ-R were adapted to align 
with our context of health professional students learning in a CWE and added two new 
factors of sexual and ethnic harassment. This new instrument, named the Clinical Workplace 
Learning NAQ-R, was distributed to 540 medical and nursing undergraduate students and we 
undertook a Confirmatory Factor Analysis (CFA) to investigate its construct validity and 
factorial structure.  
Results 
The results provided support for the construct validity and factorial structure of the new scale 
comprising five factors: workplace learning-related bullying (WLRB), person-related 
bullying (PRB), physically intimidating bullying (PIB), sexual harassment (SH), and ethnic 
harassment (EH). The reliability estimates for all factors ranged from 0.79 to 0.94.   
Conclusion 
This study provides a tool to measure the exposure to bullying and harassment in health 





Bullying and harassment of students in health professional education is a significant, ongoing 
and widespread problem, with evidence from medicine (Fnais et al. 2014), nursing (Clarke et 
al. 2012), dentistry (Rowland et al. 2010), physiotherapy (Whiteside et al. 2014), and 
pharmacy (Knapp et al. 2014).  In addressing bullying and harassment in a clinical workplace 
environment (CWE), it is likely to be useful to examine the extent of the exposure – both to 
establish the extent, and to also measure the impact of any intervention. In health professional 
education, the prevalence of bullying and harassment is highly variable ranging from 6.3% 
(Wolf et al. 1998) to 87.4% (Owoaje et al. 2012) in medical students; 45.1% (Ferns and 
Meerabeau 2008) to 90% (Foster et al. 2004) in nursing students; 34.6% in dentistry students 
(Rowland et al. 2010); and 25% in physiotherapy students (Stubbs and Soundy 2013). 
Reasons for this variability are due to the different definitions of what constitutes bullying 
and harassment, along with different instruments used to measure the phenomena (Einarsen 
et al. 2011). 
A significant amount of learning in health professional education occurs in the CWE, which 
may account for students in the health professions reporting more bullying and harassment 
than other higher education students (Rautio et al. 2005). Health professional students are 
also placed in a setting which is not just a learning environment, but also a working 
environment delivering healthcare to patients who are in need of care and treatment. It is in 
this environment that learning about the profession interacts with the provision of the health 
service, and is also where abuse of health professional students occurs. This is illustrated in a 
study by Rees et al. (2015) on clinical workplace abuse narratives of students in a variety of 
health professional education institutions, where many examples of verbal and physical abuse 




When looking at addressing bullying and harassment of health professional students, the 
leaders of health professional education institutions first need to ask the questions: do we 
have bullying and harassment occurring at our institution when students are learning in 
CWE’s? If so, to what extent? And lastly, what specific forms of bullying and harassment are 
occurring? Answering these questions is key to informing the development of a response to 
bullying and harassment of health professional students. Furthermore, as effective 
interventions are developed, for example the Creating a Positive Learning Environment 
(CAPLE) initiative (Gamble Blakey et al. 2019a; Gamble Blakey et al. 2019b; Gamble 
Blakey et al. 2019c), we need reliable and valid measures to determine impact. 
To answer these questions, reliability and validity evidence is needed for an instrument used 
to measure the exposure to bullying and harassment of health professional students in a 
CWE. To our knowledge, no studies have been published explicitly demonstrating an 
instrument’s validity and psychometric properties measuring the prevalence and type of 
bullying and harassment (that includes sexual and ethnic harassment), in health professional 
education specifically within a CWE.  In order to address this issue, we took the following 
approach to develop such an instrument.  
The NAQ-R 
An instrument already developed to investigate bullying in the workplace is the Negative 
Acts Questionnaire – Revised (NAQ-R). The questionnaire has been previously researched to 
provide validity and reliability evidence for its use and is widely used in measuring exposure 
to workplace bullying of employees (Einarsen et al. 2009). The NAQ-R contains 22 questions 





Previous literature has illustrated that sexual and ethnic harassment are significant factors 
associated with the bullying and harassment of health professional students (Dineen et al. 
1997; Richardson et al. 1997; White 2000; Rautio et al. 2005; Witte et al. 2006; Wilkinson et 
al. 2006; Garbin et al. 2010; Premadasa et al. 2011; Rees and Monrouxe 2011; Bruce et al. 
2015; Rees et al. 2015), however, the NAQ-R does not include behaviours associated with 
these factors. Therefore, it was determined appropriate to include two additional factors of 
sexual and ethnic harassment, to provide a more comprehensive account of bullying and 
harassment. 
Purpose of the study 
We have called the modified questionnaire the Clinical Workplace Learning NAQ-R scale.  
Specifically, this study attempts to answer the research question of:  
To what extent are the factors present in the modified version of the questionnaire, applicable 
to a CWE; and what is the effect of adding two new factors on the validity of the instrument? 
To this end, the psychometric properties of the Clinical Workplace Learning NAQ-R scale 












Participants and Procedures 
The Clinical Workplace Learning NAQ-R questionnaire was distributed to all undergraduate 
medical students who were in their clinical years (years 4-6) at the University of Otago’s six-
year medical degree, and all undergraduate nursing students in their final two years of the 
Otago Polytechnic’s Bachelor of Nursing degree. Years 4-6 of the medical curriculum entails 
the immersion of medical students in different CWEs for their learning, predominately 
hospital and general practice learning environments. Year 2 of the nursing degree is when 
nursing students begin to learn in CWEs, with final year students (year 3) spending the 
largest amount of time learning in CWEs.  The CWEs for nursing students consist of Primary 
Healthcare settings, hospitals and residential care facilities, with the predominant amount of 
clinical learning conducted in the hospital environment. 
For the medical students, hardcopy questionnaires for year 4 and 5 were administered during 
whole class sessions. Year 6 students are more geographically dispersed so on-line 
questionnaires were used. For the nursing students hardcopy questionnaires were distributed 
during a whole class teaching session. Ethical approval of the study was obtained from the 
University of Otago Human Ethics Committee and by the Otago Polytechnic Ethics 
Committee. 
Theoretical underpinnings of the original NAQ-R 
In the original NAQ-R bullying is defined as “a situation in which hostile and aggressive 
actions are systematically directed at one or more persons in such a way that they are 
stigmatized and victimized” (Mikkelsen and Einarsen 2001, p.394). Additionally, describing 
the dimensions of what constitutes bullying in the workplace in which the NAQ-R is situated 




and unwanted behaviours (Einarsen et al 2011) along with  “...evolving and often escalating 
hostile workplace relationships rather than discrete and disconnected events and is associated 
with repetition (frequency), duration (over a period of time), and patterning (of a variety of 
behaviours involved) as its most salient features” (Einarsen, 2009, p.25). 
The NAQ-R contains three factors: work-related bullying, person-related bullying, and 
physically intimidating bullying. Work-related bullying consists of behaviours targeted at an 
individual’s working role and activities such as being given unreasonable deadlines, or 
meaningless tasks (Einarsen et al 2011). Person-related bullying consists of behaviours that 
are targeted at the individual themselves for example, spreading gossip or rumours about you, 
having insulting or offensive remarks made about your person (Einarsen et al 2011). As 
stated by Einarsen et al 2011, the behaviours associated with person-related bullying “...are 
by and large, independent of the work organisation” (p.13). Physically intimidating bullying 
is associated with behaviours targeting the individual with explicit acts of physical aggression 
or violence or threats of violence (Einarsen et al 2011). 
 
Instrument development 
Demographic data collected in the survey included age, ethnicity, sex and sexual orientation. 
Sexual orientation was included purposively as previous literature indicates that students who 
are in a minority regarding sexual orientation are more likely to be bullied and/or harassed 
(Przedworski et al. 2015). 
To develop the instrument, we undertook the following processes. The original concept 
underpinning the NAQ-R (bullying and harassment of employees in a workplace) was 
modified in order to fit our context (bullying and harassment of students learning in a CWE). 




added two new factors of sexual and ethnic harassment. Both processes were conducted while 
maintaining the original instrument’s behavioural design. 
 
Modifying the concept of bullying and harassment in the workplace 
The NAQ-R consists of a three factor model of workplace related bullying, person-related 
bullying, and physically intimidating bullying. The NAQ-R was originally designed in the 
context of workplace bullying and harassment of employees and therefore, the items in the 
questionnaire related to the definition of bullying and harassment in the context of working as 
an employee. In order to make the NAQ-R effective for measuring exposure of bullying and 
harassment of students learning in a CWE we undertook the following conceptual 
modifications. 
Firstly, we modified the existing definition of bullying used for the NAQ-R of “a situation in 
which hostile and aggressive actions are systematically directed at one or more persons in 
such a way that they are stigmatized and victimized” (Mikkelsen and Einarsen 2001, p.394) 
to fit our context “a situation in which hostile and aggressive actions are systematically 
directed at one or more students in such a way that they are stigmatized and victimized in a 
clinical workplace learning environment.”  
Then, we edited specific items in the original questionnaire so they would align with this new 
modified concept of bullying and harassment, from employees working, to students learning 
in a CWE. Two statements that did not fit the context of students learning in a clinical 
environment were removed. One statement from the work-related bullying factor: ‘Pressure 
not to claim something to which by right you are entitled (e.g. sick leave, holiday entitlement, 
travel expenses)’, as it relates to the role of being employed which is not relevant to students. 




jokes carried out by people you don’t get along with’. As health professional students 
generally move around different clinical workplaces to experience different areas of 
healthcare practice, we concluded that the behaviour indicated in the statement may occur 
less frequently. We also re-analysed the remaining 20 statements in the original NAQ-R 
associated with its three factors, and re-worded 10 statements to align with our modified 
concept. The changes to the wording of particular items can be seen in Table 1:   
 
--- Insert Table 1 here --- 
 
Two statements obtained from previous literature, were also added to more accurately and 
thoroughly reflect the context of experiencing bullying and harassment by students learning 
in a clinical environment. Items added were:  Being assigned work for punishment rather than 
for educational value; and having learning opportunities blocked or withheld by others. These 
statements were added to the workplace related bullying factor and was re-named  the 
workplace learning-related bullying factor to fit our new modified concept, (see Appendix, 
Table A1, for all Clinical Workplace Learning NAQ-R Scale Items). 
 
Adding two new factors 
Two new factors were introduced in our modified version of the questionnaire: sexual 
harassment and ethnic harassment (Appendix, Table A1). 
To include sexual harassment in our CWE context we adopted Till’s definition of ‘academic 
sexual harassment’ as the “use of authority to emphasise the sexuality or sexual identity of a 




benefits, climate, or opportunities” (Till 1980, p.7). The items used for this factor that 
aligned with this definition drew on the general sexual harassment literature such as the 
Sexual Experiences Questionnaire (SEQ) (Fitzgerald et al. 1995); along with questionnaires 
used in the bullying and harassment literature focused on professional working environments 
(Crebin et al. 2015); and health professional students (Sheehan et al. 1990; Baldwin et al. 
1991; Uhari et al. 1994; Wilkinson et al. 2006; Woolley et al. 2006; Rowland et al. 2010; 
Clarke et al. 2012; Knapp et al. 2014; Whiteside et al. 2014; AAMC 2018).  
We adopted the conceptualisation of ethnic harassment as described by Schneider et al, 
defined as “threatening verbal conduct or exclusionary behaviour that has an ethnic 
component and is directed at a target because of his or her ethnicity” (Schneider et al. 2000, 
p.3). The items that were used for this factor aligning with this definition were derived from a 
combination of the Ethnic Harassment Experiences scale (EHE) (Schneider et al. 2000); and 
the bullying and harassment literature in the workplace (Keashly 1998; Einarsen, et al. 2011; 
Crebin et al. 2015) and of health professional students (Sheehan et al. 1990; Baldwin et al. 
1991; Uhari et al. 1994; Wilkinson et al. 2006; Woolley et al. 2006; Rowland et al. 2010; 
Clarke et al. 2012; Knapp et al. 2014; Whiteside et al. 2014; AAMC 2018). 
 
Maintaining instrument design 
Two main aspects in the design of the original NAQ-R ensures all items are written using 
specific behavioural statements, and there are no definitions given about or words mentioning 
“bullying” or “harassment” when participants undertake the questionnaire (Einarsen et al. 
2009). For example, the questionnaire asks participants how often they have been subjected 
to the following negative acts and gives a list of the terms such as ‘Having insulting or 




your private life’, as opposed to asking how the participant feels about the behaviour. Asking 
about specific behaviours without providing terms or definitions assists in minimising 
misinterpretations by participants, specifically when developing an instrument investigating 
incidence and/or prevalence (Arvey and Cavanaugh 1995), such as is the focus of this 
research. Taking this behavioural approach to the design of the instrument “is considered to 
provide a more objective estimate of exposure to bullying behaviours than self-labelling 
approaches, as respondents’ need for cognitive and emotional processing of information 
would be reduced” (Einarsen et al. 2009, p. 27). Therefore, when modifying the original 
NAQ-R, we kept the same approach of using behavioural terminology and not mentioning the 
words “bullying” or “harassment”.  
The frequency rating of behaviours in the original NAQ-R was kept, because we determined 
that it would still fit our context of students learning in a CWE. For this measurement, 
participants are asked to rate how often they experienced the behaviours listed on a 1-5 point 
Likert scale where 1 = Never, 2 = Now and then, 3 = Monthly, 4 = Weekly, 5 = Daily.  
While in the NAQ-R, participants are asked to rate their experiences over the past 6 months, 
we modified this to 8 months for the current questionnaire, as this gives the students the 
opportunity to reflect on their experiences for the majority of their clinical year. 
In summary, in light of these modifications the newly formed 31-item Clinical Workplace 
Learning NAQ-R scale has been developed to measure health professional students’ exposure 
to negative inter-personal interactions in a CWE. It is comprised of five hypothesised factors: 
workplace learning-related bullying (WLRB), person-related bullying (PRB), physically 
intimidating bullying (PIB), sexual harassment (SH), and ethnic harassment (EH) (the  







We developed and examined the psychometric characteristics of the Clinical Workplace 
Learning NAQ-R scale using a structural equation modelling approach to explore the validity 
evidence. A Structural Equation Modelling (SEM) approach, specifically Confirmatory 
Factor Analysis (CFA), was carried out using MPlus 7 (Muthén and Muthén, 2012). We 
conducted the data analyses in two stages. Initially, we examined the data for outliers and 
missing cases. Then, the factorial structure of the Clinical Workplace Learning NAQ-R scale 
was examined by means of Confirmatory Factor Analysis (CFA). To provide support for the 
validity evidence for the hypothesised factor structure of the Clinical Workplace Learning 
NAQ-R scale, we investigated and compared the goodness-of-fit of different competing 
models as suggested by Noar (2003) and Strauss and Smith (2009).   
 
Confirmatory Factor Analysis (CFA) 
The hypothesized model (five-factor) model was compared to three other alternative 
competing models.  The hypothesized model included three factors reported by Einarsen et 
al. (2009) as well as two new factors that are sexual harassment (SH) and ethnic harassment 
(EH) all of which are related to each other.  The competing models included: a) a one-factor 
(unidimensional) model that assumed all manifest variables loaded on a single factor, b) a 
three-factor model that suggests WLRB, PRB, and PIB items loaded on a single factor, and c) 
a second-order (higher-order) factor model with the five scale factors subordinating to a 
single second-order factor.   
One-factor model means that what we are measuring is a unidimensional construct and 




three-factor model indicates that all three factors reported by Einarsen et al. 2009 are not 
distinct from each other.  Support for second-order model would suggest that these related 
five factors can be accounted for by an underlying higher order construct.  Support for the 
hypothesized five-factor correlated (oblique) model would suggest that medical and nursing 
students differentiate between the five bullying and harassment factors that are related to each 
other.   
Since the data were ordered-categorical, the weighted least squares mean and variance 
adjusted (WLSMV) estimation procedure was used for CFA analyses.  The WLSMV is a 
robust estimation technique that is suggested for modelling ordinal data (Flora and Curran 
2004; Brown 2006). The consequences of treating ordinal responses as continuous which 
may lead to reporting inaccurate results are well-established in the literature (Lubke and 
Muthén 2004). 
A number of different indices were examined to compare the different models and evaluate 
model-data fit (Cheung and Rensvold 2002; Fan and Sivo 2005, 2007). Each of these 
measures reflects a different aspect of model fit and may not perform equally well under 
different types of model conditions (Fan and Sivo 2007). Thus, it is important to use multiple 
indices rather than relying on one measure (Hair et al. 2010). Indices reported in this study 
included the Root Mean Square Error of Approximation (RMSEA), the Comparative Fit 
Index (CFI), the Tucker-Lewis index (TLI), and the Weighted Root Mean Square Residual 
(WRMR).  The chi-square (c2) values were also reported but not used for model fit decisions 
as this statistic and its significance are inflated with large sample sizes.  The commonly 
accepted cut-offs for ‘acceptable’ or ‘good’ fit (Browne and Cudeck 1992; MacCallum et 
al.1996; Hu and Bentler 1999; Yu 2002; Hair et al. 2010) included: a non-significant chi-
square (c2), RMSEA with values < .08 indicating an acceptable fit and values < .05 




values > .95 indicating a good fit, and WRMR with values being close to 1. The limitations 
of coefficient alpha (α) as a measure of reliability estimate is well documented in the 
literature (Sijtsma 2009; Teo and Fan 2013). Therefore, using polychoric correlations, we 






















Participant and demographic information 
A total of 428 from an eligible 852 medical students completed the questionnaire giving a 
response rate of 50% (428/852). A total of 69 nursing students in year 2 and 43 year 3 
completed the questionnaire, from an eligible 212 nursing students, a giving a response rate 
of 53% (112/212). The questionnaire took approximately 5 minutes to complete. 
Therefore, 540 medical and nursing students completed the questionnaire giving an overall 
response rate of 51% (540/1064).  Of the participants, 65.2% (n = 352) were females and 
34.4% (n = 186) were males.  Only one student did not report their sex and one student 
identified themselves as transgender.  Mean age was 23.7 years (range 19-53 years, SD = 
4.35). Self-reported ethnic composition was reported as; New Zealand European (67.8%), 
Māori (9.4%), Chinese (8.3%), Indian (3.0%), Samoan (1.3%), Cook Island Māori (0.7%), 
Tongan (0.4%), other ethnicities (20%), and not stated (0.7%). Because individuals can be of 
more than one ethnicity, these totals are greater than 100%. Sexual orientation was reported 
as heterosexual (91.7%), homosexual (3.3%), bisexual (2.4%), other (1.5%), and not stated 
(1.1%).  
Descriptive Statistics 
No univariate outliers were identified to have an effect on the results. The proportion of 
missing cases for each item was trivial ranging from mostly zero to one percent.  The 
Expectation Maximization (EM) algorithm which assumes that observations are missing at 
random (MAR) was utilized to impute the missing cases rather than listwise deletion.  The 
means and standard deviations for the five factors of the Clinical Workplace Learning NAQ-
R scale are summarized in Table 2.   




Factor means ranged from 1.15 to 1.44, suggesting that most students endorsed ‘never’ or 
‘now and then’ with the statements.  However, examination of the item means most of which 
ranged from 1.00 to 5.00 revealed that there were some students who had been subjected to 
negative acts on a daily basis.  The standard deviations ranged from 0.28 to 0.44 indicating 
that the dispersion of responses for each factor were somewhat similar.     
Confirmatory Factor Analysis (CFA) 
The goodness-of-fit measures of hypothesized and alternative models are summarized in 
Table 3.     
--- Insert Table 3 here --- 
Evaluation of the unidimensional model revealed that this model was not representing the 
sample data sufficiently.  The RMSEA, CFI, TLI and WRMR values did not meet the 
commonly acceptable fit criteria. The chi-square statistic and fit indices (RMSEA= 0.045; 
CFI= 0.955; TLI= 0.955; and WRMR=1.232) suggested that the hypothesized five-factor 
correlated model provided the best model fit with the data.  The three-factor and second-order 
models had also good fit close to the hypothesized model.  However, the chi-square 
difference test (DIFFTEST) between the second-order and the hypothesized model indicated 
that adding a higher-order dimension significantly worsened the fit. Thus, the hypothesized 
model was retained as the model of best fit with the five factors of workplace learning-related 
bullying (WLRB), person-related bullying (PRB), physically intimidating bullying (PIB), 
sexual harassment (SH), and ethnic harassment (EH).  
For this model, factor correlations and reliabilities are provided in Table 4.  
--- Insert Table 4 here --- 
The correlations between the Clinical Workplace Learning NAQ-R factors ranged from 0.48 




(WRB), person-related bullying (PRB), and physically intimidating bullying (PIB).  These 
results were closely consistent with findings of the Einarsen et al. (2009) study.  However, we 
observed moderate correlations between the new factors sexual harassment (SH), ethnic 
harassment (EH) - and other factors indicating that the evidence of discriminant validity 
improved with the addition of SH and EH factors.   
All of the omega reliability estimates were greater than the recommended level (0.70).  
Standardized factor loadings for the hypothesized model are provided in Table 5. 
--- Insert Table 5 here --- 
All the unstandardized factor loadings were significant.  Standardized factor loadings for the 
hypothesized model ranged from .63 to .96 providing support for convergent validity.  All of 
the items were strong indicators of the factors they were related to.   
In summary, the CFA analyses and reliability estimates provided support for the validity 














The aim of this research was to construct and provide validity evidence for a self-report 
instrument to measure health professional students’ experience of bullying and harassment in 
a clinical workplace learning environment. Previous research looking into the prevalence and 
type of bullying and harassment that health professional students face were from a variety of 
instruments lacking validity evidence to support the intended purpose. 
This study has the potential to contribute to the literature on measuring exposure to bullying 
and harassment of health professional students by providing: empirical evidence through 
supporting the validation of a new instrument; an instrument that is specific to a clinical 
workplace learning environment; and an instrument that contains more relevant factors 
associated with literature on bullying and harassment of health professional students. 
Using an instrument (NAQ-R) that was developed for a different context (workplace bullying 
among employees), and with evidence supporting its validity, we modified it to investigate if 
it would fit in our context of (clinical workplace learning environments for students, not 
employees). The original NAQ-R contained three factors related to bullying in the workplace: 
workplace learning-related bullying, person-related bullying and physical related bullying. 
We modified these three factors and also added two new factors not in the original NAQ-R 
related to sexual harassment and ethnic harassment, because of the reported prevalence of 
these types of experiences by students learning in a CWE. Our analyses provide evidence for 
the validity of these two new factors. 
We suggest naming this instrument the Clinical Workplace Learning NAQ-R scale, as this 
acknowledges the significant body of work by Einarsen et al. (2009) in developing and 
analysing the psychometric properties of the original NAQ-R designed for workplace 




The results indicated that the original three factors of the NAQ-R that we modified to fit a 
clinical workplace learning (workplace learning-related bullying, person-related bullying and 
physical related bullying) had relatively high factor correlations. This indicates the 
modifications we made to the original NAQ-R (Table 1) to reflect the new context of 
measuring exposure to clinical workplace learning bullying, did not change the strength of 
the associations among factors we borrowed from the original NAQ-R. 
The magnitude of the factor loadings indicated that all items were strong indicators of the 
factors they were related to. The factor loadings of the items of two new factors of sexual 
harassment and ethnic harassment were even higher than the original NAQ-R items which 
provided further convergent validity evidence.  The correlations between the two novel 
factors and the original ones were moderate which revealed discriminant validity evidence.  
Both convergent and discriminant validity are important components of construct validity. 
The CFA analysis suggests that adding these two new factors support that medical and 
nursing students differentiate between the five factors that are also inter-related to each other 
for the overall construct of clinical workplace learning bullying and harassment. 
Implications 
Having a comprehensive five factor model that includes sexual and ethnic harassment among 
the bullying behaviours experienced provides a more comprehensive instrument that aligns 
with the definition of bullying offered earlier, and more accurately reflects the varied 
negative experiences of health professional students learning in the clinical workplace 
described in the literature (Dineen et al. 1997; Richardson et al. 1997; White 2000; Rautio et 
al. 2005; Witte et al. 2006; Wilkinson et al. 2006; Garbin et al. 2010; Premadasa et al. 2011; 




During the development of modifying the original NAQ-R and adding the two factors of 
sexual harassment and ethnic/racial harassment we were mindful of trying to keep the 
instrument short. The final questionnaire is a 31 item instrument, which is only nine items 
longer the original NAQ-R questionnaire. The length of a questionnaire is important to 
consider, as practically implementing long questionnaire in large organisations, or student 
groups can be difficult to administer, and run the risk of larger attrition of participant 
responses. When implemented, the 31 item questionnaire takes participants approximately 5 
minutes to complete.  
The Clinical Workplace Learning NAQ-R scale, as a five factor model, would be useful for 
health professional education institutions who would like to measure their students’ exposure 
to bullying and harassment in clinical workplace learning environments. Developing a scale 
specifically for student learners in the workplace and extending the original NAQ-R to a five 
factor model could assist institutions in identifying particular problematic areas (if any) that 
their students maybe experiencing. For example, are students experiencing bullying 
behaviours that reflect the workplace learning aspects of their student learning role (e.g. 
being asked to do something above their level of competence); or are they experiencing more 
person-related bullying (e.g. Being ignored or excluded from the clinical team); or 
experiencing sexual harassment (e.g. inappropriate physical contact); or ethnic harassment 
(e.g. made derogatory comments about your racial or ethnic group). Identifying these specific 
areas of bullying and harassment would significantly benefit institutions in planning any 








The questionnaire was delivered to only two health professional groups (medical students and 
nursing students) yet these two groups would represent the largest health professional groups 
in New Zealand. Although these two groups occupy a variety of settings that include and 
represent various primary and secondary and community clinical environments, we 
acknowledge they may not exactly mirror all health professional CWEs. Additionally, using 
these groups in our study could also be viewed as a strength, given many validation studies 
only include more homogeneous populations. 
Moreover, even though we view the statements used in the Clinical Workplace Learning 
NAQ-R scale are generic enough to apply to many clinical workplace learning settings, 
further testing to look at how the instrument works with other health professional student 
groups to confirm this would be worthwhile.  
We also understand that using this instrument design of measuring only behaviours and their 
frequency does not provide answers to other specific questions institutions may be wanting. 
For example, this method does not examine what Einarsen et al. (2009, p.40) describes as 
‘who did what to whom’. However, this issue could be addressed by adding a self-labelling 
method. For example, after administering the Clinical Workplace Learning NAQ-R scale, a 
definition of bullying and harassment is offered to participants and then asked if they view 
themselves as victims according to this definition and to describe what happened to them and 
by who (Einarsen et al. 2009). 
Although the five-factor model yielded the best fit, having acceptable fit for three-factor and 
second-order models suggests that there is still room for improvement on the psychometric 
properties of the NAQ-R scale.  We agree with Einarsen et al. (2009) that even though the 




not discriminate well between different types of bullying behaviours, suggesting co-
occurrence of these different types of bullying (p.31)”. Also, results from the second-order 
model may support that idea that NAQ-R constructs are correlated reflecting the presence of 
a more general construct at a higher conceptual level and can be considered together to create 
a composite score. In this research, we wanted to maintain the integrity and structure of the 
original NAQ-R as much as possible but future research may consider improving the 
constructs by refining the item wording or shortening the scale especially for the WLRB and 
PRB factors.   
The Clinical Workplace Learning NAQ-R was developed based in a New Zealand cultural 
context which shares some similarities with Einarsen’s et al. (2009) Anglo-American context, 
yet also maintains its own cultural context. The literature reports many behaviours that are 
similar between many cultural contexts in relation to bullying and harassment behaviours at 
medical and nursing schools. However, it would be pertinent to assume that there would be 
different beliefs, values and practices specific to certain cultures that may inform the concepts 
of bullying and harassment. This would influence the wording of the statements used in the 
instrument along with the meaning that is attributed to the statements as well. Therefore, 
further work needs to be conducted in making the instrument applicable in different cultural 
contexts. Finally, future validity research could explore the how sensitive the scores are to 
change over time, for example following an intervention. 
Conclusion 
In this paper we have shown the development of the Clinical Workplace Learning NAQ-R 
scale and analysis of its factor structure and provided supporting validity evidence for its use. 
The Clinical Workplace Learning NAQ-R scale is a quickly administered instrument in order 
to measure exposure to bullying and harassment experienced by health professional students 




leadership to obtain vital information into the negative experiences students may be facing, 
including what specific experiences may be occurring more frequently than others in regards 
to the bullying and harassment of their students. In turn, this information may assist in 
developing specific interventions to target the particular experiences faced by health 
professional students learning in a CWE. 
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Re-worded Statements from the NAQ-R Used in the Clinical Workplace Learning NAQ-R 
scale 
  
Original statement in NAQ-R Wording change/omission*  Rationale for change 
 
 




information which affects your 
performance 
Someone withholding 
information which affects your 
learning 
To fit our context of 
students learning in a 
workplace environment 
 
Being ordered to do work below 
your level of competence 
Being ordered to do tasks 
above your level of competence 
This reflects the importance 
of students learning tasks to 
be within their level of 
competence in order to keep 
themselves safe, and their 
patients safe during the 
learning process. 
Having your opinions ignored Having your opinions and 
views ignored 
Aides understanding of the 
statement to broaden it out 
to more than just having 
your ‘opiniated comments’ 
ignored, but whatever your 
contribution happens to be 
at the time ignored. 
Being given tasks with 
unreasonable deadlines 
Being given tasks with 
unreasonable or impossible 
targets or deadlines 
Aides understanding of the 
statement. 
 
Person-related bullying factor 
 
  
Being humiliated or ridiculed in 
connection with your work 
Being humiliated or ridiculed 
in connection with your 
learning 
To fit our context of 
students learning in a 
workplace environment 
Having key areas of 
responsibility removed or 
replaced with more trivial or 
unpleasant tasks 
Having key areas of your 
student role removed or 
replaced with more trivial or 
unpleasant tasks 
Highlights significant 
change in what the student 
should be doing at the level 
they are currently at, which 
changes as they progress.  
Being ignored or excluded Being ignored or excluded from 
the clinical team 
To fit our context of 





Having insulting or offensive 
remarks made about your 
person, attitudes or your private 
life 
Having insulting or offensive 
remarks made about your 
person (i.e. habits and 
background), attitudes or your 
private life 
Aides understanding of the 
statement. 
Hints or signals from others that 
you should quit your job 
Hints or signals from others 
that you should quit studying 
your profession 
To fit our context of 
students learning in a 
workplace environment 
Persistent criticism of your 
errors or mistakes 
Persistent criticism of your 
work and effort 
To make sure students 
didn’t get this confused with 
patient safety literature 
(where errors etc. have 
specific definitions). 
 



















Descriptive Statistics of Clinical Workplace Learning NAQ-R Scale Factors 
 Number of items M SD Min Max 
Workplace learning-related bullying (WLRB) 8 1.44 0.44 1.00 3.75 
Person-related bullying (PRB) 11 1.43 0.43 1.00 4.09 
Physically intimidating bullying (PIB) 3 1.18 0.35 1.00 3.67 
Sexual harassment (SH) 5 1.15 0.28 1.00 3.20 







Confirmatory Factor Analysis of Alternative Models 
Model c2 df RMSEA CFI TLI WRMR 
Alternative one-factor (unidimensional) 1995.244* 434 0.082  0.845 0.834 2.136 
Alternative three-factor  906.221* 431 0.045  0.953 0.949 1.266 
Hypothesized five-factor  878.706* 424 0.045  0.955 0.951 1.232 
Alternative second-order 906.289* 429 0.045  0.953 0.949 1.280 
Note. RMSEA= Root Mean Square Error of Approximation; CFI= Comparative Fit Index; 








Clinical Workplace Learning NAQ-R Scale Factor Correlations and Reliabilities 
 WLRB PRB PIB SH EH 
Workplace Learning-Related Bullying (WLRB) -     
Person-Related Bullying (PRB) 0.95 -    
Physically Intimidating Bullying (PIB) 0.80 0.89 -   
Sexual Harassment (SH) 0.59 0.54 0.52 -  
Ethnic Harassment (EH) 0.48 0.58 0.49 0.48 - 












WLRB 1 0.65 
WLRB 2 0.63 
WLRB 3 0.72 
WLRB 4 0.75 
WLRB 5 0.69 
WLRB 6 0.71 
WLRB 7 0.80 
WLRB 8 0.70 
  
PRB 1 0.75 
PRB 2 0.66 
PRB 3 0.71 
PRB 4 0.69 
PRB 5 0.73 
PRB 6 0.73 
PRB 7 0.83 
PRB 8 0.65 
PRB 9 0.82 
PRB 10 0.83 
PRB 11 0.80 
  
PIB 1 0.79 
PIB 2 0.76 
PIB 3 0.76 
  
SH 1 0.91 
SH 2 0.92 
SH 3 0.65 
SH 4 0.66 
SH 5 0.93 
  
EH 1 0.93 
EH 2 0.96 
EH 3 0.91 









 Table A1 - Clinical Workplace Learning NAQ-R Scale Items 
Workplace Learning-Related Bullying (WLRB) 
WLRB 1 Someone withholding information which affects your 
learning 
WLRB 2 Being ordered to do tasks above your level of 
competence   
WLRB 3 Having your opinions and views ignored 
WLRB 4 Being given tasks with unreasonable or impossible 
targets or deadlines 
WLRB 5 Excessive monitoring of your work 
WLRB 6 Being exposed to an unmanageable workload 
WLRB 7 
 




Having learning opportunities blocked or withheld by 
others 
  
Person-Related Bullying (PRB) 
PRB 1 Being humiliated or ridiculed in connection with your 
learning 
PRB 2 Having key areas of your student role removed or 
replaced with more trivial or unpleasant tasks 
PRB 3 Spreading of gossip and rumours about you 
PRB 4 Being ignored or excluded from the clinical team 
PRB 5 Having insulting or offensive remarks made about your 
person (i.e. habits and background), your attitudes or 
your private life 
PRB 6 Hints or signals from others that you should quit 
studying your profession 
PRB 7 Repeated reminders of your errors or mistakes 
PRB 8 Being ignored or facing a hostile reaction when you 
approach 
PRB 9 Persistent criticism of your work and effort 
PRB 10 Having allegations made against you 
PRB 11 Being the subject of excessive teasing and sarcasm 
  
Physically Intimidating Bullying (PIB) 
PIB 1 Being shouted at or being the target of spontaneous anger 
PIB 2 Intimidating behaviour such as finger-pointing, invasion of 
personal space, shoving, blocking/barring the way 
PIB 3 Threats of violence of physical abuse or actual abuse 
  
Sexual Harassment (SH) 
SH 1 Sexually explicit or offensive jokes 




SH 3 Questions or insinuations about your sexual or private 
life 
SH 4 Inappropriate physical contact 
SH 5 Unwanted sexual advances    
  
Ethnic Harassment (EH) 
EH 1  Told jokes about your racial or ethnic group 
EH 2 Made derogatory comments about your racial or ethnic 
group 
EH 3 Used racial or ethnic slurs to describe you 
EH 4 Made racist comments (for example, says people of your 



















Questionnaire A2 - The Clinical Workplace Learning NAQ-R  
Thank you for taking the time to participate in this survey. We are collecting data on your 
experience with interacting with particular negative behaviours during your clinical learning 
years. 
The first set of questions collects demographic data. The second set of questions look at how 
often you may have experienced particular negative behaviours during this year. Some of 
these questions are sensitive in nature, but they are important to ask for XXX to get sense of 
your experience with these behaviours during your clinical learning years. 




2. Are you (please tick):    Male?___  Female?___ Other? (please 
describe)__________________ 




___Other (please describe)___________________ 
 
4. Ethnicity (question taken from the New Zealand 2013 Census): 
Which ethnic group do you belong to? 
Tick the box or write in the spaces which apply to you 
___ New Zealand European 
___ Maori 
___ Samoan 












Please read the following directions for completing the rest of the survey: Since the start of the year, 
how often have you been subjected to the following negative acts? Please check the boxes that best 
corresponds with your experience from the beginning of this year (there are no right or wrong answers 
to this questionnaire): 
Please tick the appropriate box. 
 
Negative Act Never Now and then  Monthly   Weekly  Daily  
1. Someone withholding information which 
affects your learning 
     
2. Being humiliated or ridiculed in connection 
with your learning 
     
3. Being ordered to do tasks above your level of 
competence    
     
4. Having key areas of your student role removed 
or replaced with more trivial or unpleasant tasks 
     
5. Spreading of gossip and rumours about you      
6. Being ignored or excluded from the clinical 
team  
     
7. Told jokes about your racial or ethnic group      
8. Having insulting or offensive remarks made 
about your person (i.e. habits and background), 
your attitudes or your private life 
     
9. Being shouted at or being the target of 
spontaneous anger 
     
10. Made derogatory comments about your racial 
or ethnic group 
     
11. Intimidating behaviour such as finger-
pointing, invasion of personal space, shoving, 
blocking/barring the way 
     
12. Repeated reminders of your errors or mistakes      
13. Sexual slurs      
14. Made racist comments (for example, says 
people of your ethnicity aren’t very smart or can’t 
do the job) 
     
15. Inappropriate physical contact      
16. Being ignored or facing a hostile reaction 
when you approach 
     
















18. Used racial or ethnic slurs to describe you      
19. Having your opinions and views ignored      
20. Being exposed to an unmanageable workload      
21. Sexually explicit or offensive jokes      
22. Being given tasks with unreasonable or 
impossible targets or deadlines 
     
23. Having allegations made against you      
24. Excessive monitoring of your work      
25. Being the subject of excessive teasing and 
sarcasm 
     
26. Questions or insinuations about your sexual 
or private life 
     
27. Threats of violence of physical abuse or 
actual abuse 
     
28. Being assigned work for punishment rather 
than for educational value 
     
29. Unwanted sexual advances         
30. Hints or signals from others that you should 
quit studying your profession. 
     
31. Having learning opportunities blocked or 
withheld by others 
     
 
 
 
 
 
